Introduction: Metastases are detected in 20% of patients with solid tumours at diagnosis and a further 30% after diagnosis. Radiation therapy (RT) has proven effective in bone (BM) and brain (BrM) metastases. The objective of this study was to analyze the variability of RT utilization rates in clinical practice and the accessibility to medical technology in our region. Patients and methods: We reviewed the clinical records and RT treatment sheets of all patients undergoing RT for BM and/or BrM during 2007 in the 12 public hospitals in an autonomous region of Spain. Data were gathered on hospital type, patient type and RT treatment characteristics. Calculation of the rate of RT use was based on the cancer incidence and the number of RT treatments for BM, BrM and all cancer sites.
Introduction
Cancer remains a major health and social problem. Therapeutic advances over the past decade have produced important improvements in cancer control and in the survival of cancer patients, and a better management of their symptoms has enhanced their quality of life [1] . Progress has been made in surgery, chemotherapy and radiation therapy (RT) and in their greater coordination in a multidisciplinary approach [2] .
It is estimated that around 20% of patients with solid tumours are diagnosed after the spread of the disease and a further 30% develop metastases at some time after the diagnosis [3] . Treatment for patients with metastases is usually with palliative intent and focuses on the control of symptoms and the maximization of symptom-free time. Metastases are most frequently localized in bone, brain, lung and liver and usually derive from primary tumours in breast, prostate, colon/rectum and lung, i.e., the most frequent solid tumours [1] .
As in primary tumours, the best outcomes in metastatic cancer are obtained by adopting a multidisciplinary approach. The use of RT in this setting is supported by considerable and robust evidence. It is considered one of the most effective and cost-effective treatments in patients with bone (BM) or brain (BrM) metastases [4] , and palliative RT represents around 10-20% of the total workload in a typical radiotherapy unit [5] . Hypofractionated regimens of short duration are generally prescribed for these patients, although a wide range of regimens and combinations has been applied [6, 7] . Comparative data on RT utilization rates across different hospitals are of interest to indicate the access of patients to this technology, its appropriateness and the variability in medical practice [8] . There have been reports of variations in the use of RT for different tumours [9] [10] [11] and in the dose schedules selected for BM and BrM among different centres [12] [13] [14] [15] [16] . In our region, a previous study found a suboptimal RT utilization rate and significant variability in the use of RT differences among hospitals [17, 18] . This finding prompted the present investigation into the use of RT in BM and BrM, two well-established indications for this treatment.
Andalusia has a surface area of 87597Km 2 and 7.8 million inhabitants; around half (45.6%) of the population lives within a 20 km radius around the eight cities in the region. The regional public health system provides universal free coverage, while 10% of the total care is delivered in private healthcare facilities. Figure 1 shows the distribution of RT departments in the region.
This study focuses on the RT utilization rate and the patterns of palliative RT application in patients with BM and BrM. It is part of a broader investigation (Variability and Appropriateness of Radiotherapy in Andalusia [VARA] projects I and II) into the quality of RT delivered in 12 public hospitals in the Andalusian public health system [17] .
Patients and methods
This retrospective longitudinal study included all public hospitals in Andalusia (Spain) equipped with RT devices (n = 12, H1-H12); the study period was from January 1 to December 31 2007; data were gathered on all patients treated with external RT for BM or BrM the region with indications for palliative RT, we had to estimate the total number. We calculated that palliative RT treatment would be indicated in 1576 patients, based on the cancer incidence of 28144 cases/year [19] and assuming an RT rate (irradiated cases divided by diagnosed cancer cases) of 28%, following VARA I criteria [17, 18] , and that 20% of RT treatments would be palliative treatments for BM and BrM [20] . We also estimated the percentage of RT candidates per hospital. Toxicity data were retrospectively gathered from clinical records.
Statistical procedures
Descriptive outcomes are shown as means, medians, standard deviations and confidence intervals. The chisquare test was used for the comparison of independent qualitative variables.
Results
During 2007, 1242 patients underwent RT for BM (n = 744) or BrM (n = 498), i.e., 13.4% (inter-hospital range, 5-26.3%) of all patients receiving RT (9310 cases) in the 12 hospitals in the study. These 1242 patients represented 79% of the 1576 patients with BM or BrM estimated to be candidates for palliative RT. The characteristics of the patients are reported in Table 1 . Mean age was 62 yrs in BM patients and 59 yrs in BrM patients; the sex distribution was similar in both groups (63% male, 37% female).
Bone metastases (BM)
The primary tumour was lung, breast and prostate in 30.8, 24.6 and 14.3% of BM cases, respectively. In more than two-thirds of cases (79%), BM were in pelvis and vertebra (cervical 7.5%, dorsal 75.5% and lumbar 17%). Patients had varying degrees of medullary compression, while the Eastern Cooperative Oncology Group (ECOG) performance status was 0-1 in 70% of the patients at the start of RT.
Patients lived at a mean distance of 36 Km (95% CI 27-44) from the hospital. The mean delay from radiation unit consultation to RT initiation was 13 days (95% CI 10-15); this delay was 3 days for patients with spinal cord injury, and it was ≤ 7 days in 45% of all BM patients [ Tables 2, 3 ]. RT was an outpatient treatment in 73% of these patients; 53% of treatments were on a Monday or Friday.
Computed tomography (CT)-based planning was performed before RT in 88% of cases. The megavoltage machine was a Co60 unit in 42.9% of cases. Grade 2-3 toxicity was observed in 13% of patients [ Table 4 ]. A mean of 8% of all RT treatments were for BM, with significant (p < 0.005) inter-hospital differences in this percentage, which ranged from 2.8% in H1 to 16.3% in H9 [ Table 5 ]. The mean distance between residence and hospital was significantly higher in two hospitals (H5 and H8) than in the rest, and significantly longer delays before RT were found in two hospitals (H5 and H10). The mean total RT dose was 22.3 Gy (range 5-44 Gy) and the median was 30 Gy. The regimen was 10 × 300cGy in 32% of cases, 5 × 400 cGy in 27% and 1 × 800 cGy in 25% [ Table 4 ].
There were significant (p < 0.0005) inter-hospital differences in the regimens prescribed for these patients [ Table 6 ]: 10 × 300cGy was used by four hospitals (H2, H3, H4, H6 and H12), 5 × 400 by two hospitals (H1 and H10) and 1 × 800cGy by the other three hospitals (H5, H7 and H11). 
Brain Metastases (BrM)
The primary tumour was in the lung (56%), breast (20%) or digestive system (8%). Performance status was ECOG 0-1 in 71% of BrM patients. These patients lived at a mean distance of 28.5 Km (95% CI 22-35) [ Tables 1,2 ]. The mean delay from first consultation to RT was 14.3 days (95% CI 11.5-17.19 d), and it was ≤7 days in 45% of cases [ Table 3 ]. RT was an outpatient treatment in 56% of cases. Stereotactic radiosurgery was carried out in 16 patients (3.2%) and surgery in 12 (2.4%). CT-based planning was performed in 79% of cases. A mean of 5.34% of all RT treatments were for BrM, with significant (p < 0.005) inter-hospital differences in this percentage, which ranged from 2.6% in H1 to 10.9% in H2 [ Table 5 ]. Again, the mean distance between residence and hospital was significantly longer in H5 and H8 and the delay to RT initiation was significantly longer in H5 and H4. There were significant (p < 0.001) interhospital differences in the regimens prescribed for these patients [ Table 7 ], with 10 × 300cGy being used by seven hospitals (H1, H2, H4, H5, H6, H11 and H12) and 3 × 600 cGy by two (H3 and H7). The mean total RT dose was 22.9 (range 21-24) and the median was 20 Gy. The schedule was 10 × 300 cGy in 49% of cases and 5 × 400cGy in 28% [ Table 4 ].
The distance from residence to hospital was not associated with the treatment rate or the delay to RT in either group of patients.
Discussion
Novel therapeutic approaches have improved the survival of cancer patients, including some with metastases from solid tumours, thereby increasing the demand for palliative RT. The effectiveness of external RT has been widely demonstrated [4, 20] , and it has been estimated that around 50% of patients with newly diagnosed cancer and 10-20% of relapsed patients are suitable candidates for palliative RT [21, 22] .
Studies on variations in medical practice are valuable to assess the quality of care and clinical practice [23] but few have been published in the field of oncology. They are generally used to compare treatments among geographical areas [24, 25] or to survey medical opinions on specific treatment options for hypothetical clinical scenarios [15, 26] , and both types of study have revealed a substantial variation in cancer care. A high variability in cancer treatment outcomes has also been highlighted in reports from the EUROCARE programme [27] .
Limitations of this study include the relatively short time period considered and the sources of information, with some missing data (see Tables) , although the fact that data were gathered from a direct review of clinical records and treatment sheets is a study strength. Finally, it was necessary to estimate the number of potential candidates for palliative RT in each hospital, although our estimation was slightly lower than that reported by Nieder et al. [5] . The distribution of clinical variables and tumour sites in the cancer patients in these hospitals was similar to previous international reports [28] . Although the hospitals in this study were all referral centres for RT, the mean distance from the patient's home to the RT unit was shorter than in other studies [29] . If the results for two of the hospitals (H5 and H10) are excluded, the median delay from first consultation to RT initiation was 13 days, which can be considered acceptable [8, 20] . Treatment schedules varied widely among centres [Tables 6, 7] , consistent with previous reports in different countries [12] [13] [14] [15] [16] .
The observed treatment rate was slightly lower than the expected rate but was higher than our group found for other cancer sites [9, 18] , indicating a greater confidence about the use of RT with palliative rather than radical or curative intent. RT with palliative intent represented 14% of all patients undergoing RT, but the hospitals varied widely and significantly in the selection of treatment regimen. The reasons for this variation are not clear and warrant further investigation, although differences in case mix or in the number of patients receiving adjuvant or radical RT may play a role.
According to our findings, the same type of clinical situation is treated with very different doses (total and per fraction) in our region. This is a frequent observation in BM therapy [12, 30] and appears to be more related to the clinical care pattern established in RT units rather than to effectiveness or clinical criteria. In BM patients, the frequency of the standard 1x800 cGy scheme, which is supported by well-conducted studies [16, [31] [32] [33] , was strikingly low (25%).
In conclusion, the rate of palliative RT use for BM and BrM in these hospitals was close to published reports, unlike the use of RT for other clinical purposes. Moreover, the delay before RT initiation was relatively low, and the overall rate of RT utilization appears to have been adequate. However, there was a variation in treatment schedules among hospitals that requires further investigation and suggests a need to develop protocols and training programmes to standardize and improve the care of these patients in our setting.
